In recent years transgender people have gained increased visibility in the public sphere, and increased access to healthcare services, including gender-affirming hormones and surgeries. Alongside with these advances, healthcare providers and researchers are giving more attention to the long-term effects of gender-affirming care.
There is currently a paucity of data on the long-term effects (if any) of gender-affirming hormone therapy on future reproductive capacity, leading multiple national organizations, including the American Society for Reproductive Medicine, to recommend fertility preservation discussions before initiation of gender-affirming treatment (1) . Despite these recommendations, utilization of fertility preservation services remain low, particularly in transmasculine individuals (2) . Potential factors may influence this low utilization rate, including the expense, time, and physical invasiveness involved with ovarian stimulation, and social factors such as culture and religion. The role that desire for genetic parenthood (or lack thereof), however, has on this low utilization rate has not been fully elucidated.
In this month's Fertility and Sterility, Defreyne and colleagues (3) continue to explore this question with a survey of parental desire and fertility preservation utilization among transgender and nonbinary individuals assigned female at birth in Belgium. They report that 39% of the 172 respondents had a desire for current or future parenthood, and that parental desire was similar between transgender and nonbinary identified respondents. Commonly perceived barriers to parenthood included difficulty of adoption process, fear of discrimination (toward self and/or children), difficulty with the gestational carrier process, and cost of assisted reproductive technologies. They also report that 9% of their sample had already pursued fertility preservation and 16% were considering fertility preservation in the future. Most (64%) of these respondents preferred to have a future partner carry a pregnancy (using their cryopreserved oocytes and donor sperm) or did not yet know their preference. Of those individuals desiring future fertility preservation, commonly perceived barriers included cost, interruption of hormone therapy, and pregnancy rates from cryopreserved oocytes. Reasons for not pursuing fertility preservation included lack of desire for genetic offspring, need for exogenous hormones, and cost of oocyte cryopreservation. Unfortunately, 36.5% of respondents indicated that they had never received any information on fertility preservation.
There are multiple strengths to this study. First, the use of a nonclinical population enables insights into the perspectives of a broad transgender population-including people who did not seek health care or fertility care. This stands in contrast to most of the current literature on fertility, which is biased by exclusive inclusion of participants who are already seeking health care. Defreyne et al. (3) report that respondents who had pursued trans-specific healthcare were almost three times as likely to have received fertility preservation information compared with those who have not pursued care, highlighting a need to further ensure that information is shared beyond the walls of the clinic. Second, the study stratified responses between individuals identifying themselves as transgender or nonbinary. This important distinction adds to increasing recognition of the diversity in gender identity beyond binary measures, and of the different healthcare needs and desires of various gender groups. The article by Defreyne et al. (3) adds to this accumulating literature, noting in particular differences in the reasoning behind parenting decisions or preferences between transgender men and nonbinary individuals.
Nevertheless, issues remain that need more clarification with additional studies. The first is that the results are difficult to generalize to populations outside of Belgium. Some factors unique to the sample population were assessed in the study, including language spoken by mother, education levels, and region of Belgium. But several fundamental factors also limit generalizability, including vast national and regional differences in access to and cost of fertility preservation services, cultural norms surrounding genetic parenthood and social acceptance and integration of transgender and genderdiverse people, legislation regarding assisted reproductive technologies and gestational carriers, as well as legislation protecting gender minorities, and ease and acceptability of adoption.
In addition, although numerative estimates of parental desire may be helpful in decision-making about resource allocation or prioritization of physician counseling, quantitative studies are unable to capture the deeply personal complexity of the decision and/or desire to parent-which is often not a simple, binary decision. The desire for parenting is a complex combination of individual emotions, affected by many psychological as well as relational, social, cultural, and often economic and political factors. These factors might be assessed by using qualitative or mixed methods, and can be further elucidated using more nuanced evaluation of the various components of the desire, and the intensity thereof.
Specific to transgender and gender nonconforming populations, the desire to parent and the importance of a genetically related offspring is likely even more complicated by social and cultural attitudes toward transgender people. Although social acceptance of gender variance may have increased, discrimination persists, and social acceptance (or nonacceptance) of transgender gestation and parenting may still infiltrate and affect reproductive planning. Also influencing such decisions may be clinic-level policies, such as the current requirement at most institutions to delay or stop hormone therapy for fertility procedures, and the potential for increased gender dysphoria with fertility related treatments (4) . Finally, among lesbian and gay individuals, minority stress is known to moderate the intention and desire to become parents. Such intentions are also affected by social changes, such as legalization of same-sex marriage (5) . Similar processes of stigma, minority stress, and family and social support may well be at play for transgender individuals in affecting their desires for parenting, rendered more complex by the added layer of gender-affirming care and its effects on reproduction. Lastly and importantly, nonbiological parenting, along with other forms of chosen family and kinship creation are very common in lesbian, gay, bisexual, and transgender (or LGBT) communities. Such ideas may well be missed by studies focusing on a narrow range of family-building possibilities
The findings of the study by Defreyne et al. (3) highlight the importance of sharing information regarding reproductive choices with transgender patients, as well as with other individuals in the broader transgender community. These findings also remind us of the importance of a nuanced discussion with patients, avoiding assumptions about desires, and exploring individual preferences and barriers. We must recognize the multifaceted influences on the desire to parent-or not-, as well as the role of minority stress on the lives and decisions of gender minority patients. Through such recognition we can improve the care for individual patients, and advocate for policies that protect transgender individuals and ensure they are promised the full spectrum of reproductive justice. These actions, in turn, may improve the health and wellbeing of this population as a whole.
